I advised operation, but she was not able to come into the hospital until November 23rd. In the interval she had had unusual freedom from attacks of colic, but she had one lasting twenty-four hours, and followed by jaundice. The condition of the gall-bladder swelling was the same as in July.
I operated on November 26th.
The gall-bladder was greatly distended with mucus, and from it I removed three gall-stones, the size of marbles.
I then felt another stone just beyond the neck of the gall-bladder in the cystic duct, but neither by manipulation with one finger in the gall-bladder and one finger outside the duct, nor by efforts to drag the stone back into the gall-bladder by forceps, could I remove it. I therefore made an incision an inch long into the cystic duct on to the stone and removed it, and then sewed up the opening with a double row of Lembert's stitches of fine silk, the second row invaginating the first. Owing to the depth at which the duct lay the manipulation was difficult. The parts were of course carefully isolated with sponges, but no bile was seen, and there appeared to be no extravasation of mucoid fluid from the opened duct. I closed the incision in the gall-bladder except at one spot which I left open for a drainage tube. One end of a strand of iodoform gauze was placed below the sutured duct, and the other end brought out at the lower angle of the wound, which was shut off by suturing the parietal peritoneum and abdominal aponeurosis across the wound. In this way the opening in the abdominal wall was divided into a lower smaller one, through which the gauze protruded, and a larger upper one, and to the edges of this, the gall-bladder was united, with a small drainage tube passed into the interior. The skin was then sutured across between the openings, and then the end of the drainage tube and the strand of gauze buried in a mass of cyanide gauze and wood wool. The gauze plug was removed the day after the operation, but the gall-bladder drainage tube was retained some days longer. On December 4th bile was found discharging through the opening into the gall-bladder where the drainage tube had been. This rapidly closed, and the patient went out quite well.
After the cystic duct had become obstructed, and the gall-bladder distended with mucus, an attack of colic occurred and was followed by slight jaundice. Where Although the pus was evacuated, the boy's general condition got worse, and he died two days after the operation. At the necropsy, it was found that the abscess cavity had not only formed a considerable swelling within the peritoneal cavity by adhesions between the outer aspect of the ascending colon and the parietes, but had also eroded the peritoneum and the anterior aspect of the right kidney. The perforated tip of the appendix lay in the abscess sac. The abscess was, of course, primarily intra-peritoneal, and yet it had eroded the peritoneum over the kidney, and had not found an exit into the general peritoneal cavity, so great is the protecting action of adhesions within the peritoneal cavity in these cases.
The necropsy showed that the evacuation of the pus had been accomplished without any infection of the general peritoneal cavity, for there were no signs of any general peritonitis.
I have operated on four cases of appendix abscess situated outside the middle of the ascending colon. Two are here recorded. In the other two the general peritoneal cavity had been shut off by adhesions at the time of operating, and therefore they do not come into this group. In one of these I found an appendix concretion in the abscess; in the other only the similarity in position, and the absence of any other obvious cause, led me to diagnose perforation of the appendix as the almost certain origin.
No doubt in all the appendix lay directed upwards under the ascending colon (as was demonstrated in one of the cases), and the tip perforated in that position.
Case V.?Boy, aged 16. A collection of pus was shut in by adherent coils of bowel, and omentum around a perforated appendix. To these cases must be added two more. One of these I have already published.1 A large abscess formed under the meso-colon from perforation by a fish-bone, which was found in the abscess sac.
I was able to stitch the surface of the meso-colon to the parietal peritoneum before evacuating the pus and thus shut off the general peritoneal cavity from infection. The other case was one of enormous suppurating hydatid of the liver. There were no adhesions between the liver and the parietal peritoneum, but by stitching the liver surface to it around a small area, I was able to evacuate pus and an enormous number of daughter-cysts without infecting the general peritoneal cavity. The case will be published later on, with other cases of hepatic surgery.
